The second study, analysing data from the Korean cancer registry, similarly found no increase during 1999e2009 in the overall incidence of young-onset CRC relative to older patients, although the incidence of rectal cancer in the younger age group increased. 8 Over the past decade, several institutional series have been reported across the AsiaePacific region, highlighting the variable proportion of patients with young-onset CRC among all patients with CRC, from the 6.7% (368 of 5436 CRC patients) reported by a Taiwanese institution 9 to 35.5% (102 of 287) in India. 10 In O'Connell's review of 55 studies in Western countries, about 7% of all patients with CRC were younger than 40 years of age.
1 However, one must be cautious when interpreting data from institutional series. Firstly, the data come from specialised centres, resulting in institutional bias. Patients with polyposis syndromes or a strong family history of CRC are more likely to be treated in secondary and tertiary referral centres. Secondly, many older patients with symptoms of CRC in areas with unfavourable economic status may not seek medical advice, so that the proportion of patients with young-onset CRC is overestimated.
Nevertheless, these institutional series provide valuable information about the characteristics of young-onset CRC in the AsiaePacific region. In the O'Connell review, young-onset CRC appeared to be more aggressive and to be presented at a later stage of disease. Reports about the clinical-pathological features of young-onset CRC in the AsiaePacific region are not dissimilar to their Western counterparts. The prevalent anatomic site is the distal colon, and most cancers have more aggressive pathological characteristics (poor differentiation, mucinous, signet ring) and are at a more advanced stage at presentation. What remains unclear is whether genetic and environmental factors (eg, diet, smoking) and even microbiomes are comparable in patients with CRC from Eastern and Western countries.
To advance this discussion we need consensus about the definition of young-onset CRC. Firstly, the age criterion for young-onset CRC varies in the current literature between 40 and 50 years of age. As 50 years is recommended as the time point for initial screening in most countries, it seems logical that young-onset CRC be defined as disease occurring before age 50. Secondly, many previous studies included both "sporadic" and "inherited" forms of young-onset CRC, but it is well established that these two forms of CRC are separate clinical-pathological entities. Sporadic CRC is the predominant form, usually presenting on the left side and in the absence of a family history. Inherited CRC is less common, and occurs as part of well defined hereditary syndromes, such as familial adenomatous polyposis, Lynch syndrome, and juvenile polyposis. The screening and surveillance strategies for these two types would be quite different.
In summary, there is a lack of solid evidence from populationbased studies for the increasing incidence of young-onset CRC in the AsiaePacific region. With many parts of this region exposed to Westernised urban lifestyles, and considering the increasing incidence of CRC in the West, a rise in the incidence of young-onset CRC is likely to be imminent. Population-based screening of younger adults cannot be recommended without more evidence of an increase in incidence and further detailed riskebenefit analyses. We need to identify young adults at particular risk who should be targeted for screening. The only current recommendations are to increase awareness of youngonset CRC among clinicians and the public, and to ensure that symptomatic young patients receive a timely colonoscopy and genetic counselling.
